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 K010000A Life Safety Code Recertification and 

State Licensure Survey was conducted by 

the Indiana State Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  03/13/13 

Facility Number:  000038

Provider Number:  155095

AIM Number:  100274830

Surveyor:  Amy Kelley, Life Safety Code 

Specialist

At this Life Safety Code survey, Heritage 

Park was found not in compliance with 

Requirements for Participation in 

Medicare/Medicaid, 42 CFR Subpart 

483.70(a), Life Safety from Fire and the 

2000 edition of the National Fire 

Protection Association (NFPA) 101, Life 

Safety Code (LSC), Chapter 19, Existing 

Health Care Occupancies and 410 IAC 

16.2.

This one story facility was determined to 

be of Type V (111) construction and was 

fully sprinklered.  The facility has a fire 

alarm system with smoke detection in the 

corridors, areas open to the corridors and 

hard wired smoke detectors in the resident 

rooms on the 200 hall.  The remaining 
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resident rooms have battery operated 

smoke detectors.  The facility has a 

capacity of 180 and had a census of 160 at 

the time of this survey.

All areas where the residents have 

customary access were sprinklered.  All 

areas providing facility services were 

sprinklered, except one shed used for the 

maintenance office and general storage 

and an additional shed used for 

maintenance storage.  

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical Surveyor 

on 03/18/13.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by 
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LIFE SAFETY CODE STANDARD 

Doors protecting corridor openings in other 

than required enclosures of vertical 

openings, exits, or hazardous areas are 

substantial doors, such as those constructed 

of 1¾ inch solid-bonded core wood, or 

capable of resisting fire for at least 20 

minutes.  Doors in sprinklered buildings are 

only required to resist the passage of 

smoke.  There is no impediment to the 

closing of the doors.  Doors are provided 

with a means suitable for keeping the door 

closed.  Dutch doors meeting 19.3.6.3.6 are 

permitted.     19.3.6.3

Roller latches are prohibited by CMS 

regulations in all health care facilities.

1.  The positive latching hardware 

for the employee break room 

door was immediately repaired.  

We have hired Moss Engineering 

to assist us with adding positive 

latching hardware to the Heritage 

Room door. 2.  No residents were 

affected by this alleged deficient 

practice 3.  Reviewed all doors in 

the facility to assure proper 

closures are in place, none found. 

4.  Maintenance Director will 

approve and supervise all new 

doors placed in the facility to 

assure they meet the regulations.

03/26/2013  12:00:00AMK010018Based on observation and interview, the 

facility failed to ensure the corridor doors 

to 1 of 1 Heritage conference rooms and 1 

of 1 employee break rooms would close 

and latch into the door frame.  This 

deficient practice could affect any 

residents in the Heritage conference room 

which has enough chairs to seat 25 

residents and staff in the employee break 

room.  

Findings include:

a. Based on observation with the 

Maintenance Supervisor on 03/13/13 at 

1:20 p.m., one of the double corridor 

doors to Heritage conference room could 

be manually latched into the door frame, 

but it would not latch into the door frame 
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automatically when closed.  The 

remaining door would latch into the 

stationary door once it was fastened 

manually into the door frame.  The first 

door lacked positive latching hardware.  

This was acknowledged by the 

Maintenance Supervisor at the time of 

observation.

b. Based on observation with the 

Maintenance Supervisor on 03/13/13 at 

2:20 p.m., the 

corridor door to the employee break room 

was held closed with a magnet that would 

release upon activation of the fire alarm.  

The positive latching hardware did not 

work properly.  Once the magnetic 

disengaged the door could be pushed 

open.  This was confirmed by the 

Maintenance Supervisor during the test of 

the fire alarm system at 3:45 p.m. on 

03/13/13.

3.1-19(b)
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NFPA 101 

LIFE SAFETY CODE STANDARD 

Door openings in smoke barriers have at 

least a 20-minute fire protection rating or are 

at least 1¾-inch thick solid bonded wood 

core.  Non-rated protective plates that do not 

exceed 48 inches from the bottom of the 

door are permitted.  Horizontal sliding doors 

comply with 7.2.1.14.  Doors are self-closing 

or automatic closing in accordance with 

19.2.2.2.6.  Swinging doors are not required 

to swing with egress and positive latching is 

not required.     19.3.7.5, 19.3.7.6, 19.3.7.7

1.  The door in question was 

immediately readjusted.2.  No 

residents were found to have 

been affected by the alleged 

deficient practice.3.  Weekly tests 

of all fire doors will be completed 

for 4 weeks to assure proper 

closure, then monthly thereafter.  

Results will be reported to the 

Executive Director and governing 

CQI committee.4.  The 

Maintenance Supervisor is 

responsible for rounds, reporting 

to ED and CQI Committee.  

Maintenance Supervisor is also, 

responsible to assure any noted 

issues are immediately corrected.

03/22/2013  12:00:00AMK010027Based on observation and interview, the 

facility failed to ensure 1 of 11 sets of 

smoke barrier doors would restrict the 

movement of smoke for at least 20 

minutes.  LSC 19.3.7.6 requires doors in 

smoke barriers shall comply with LSC 

Section 8.3.4.  LSC 8.3.4.1 requires doors 

in a smoke barrier shall close the opening 

leaving only the minimum clearance 

necessary for proper operation which is 

defined as 1/8 inch.  The deficient 

practice could affect 2 of 12 smoke 

compartments.    

Finding include:

Based on observation with the 

Maintenance Supervisor on 03/13/13 at 

2:30 p.m., the coordinating device at the 

smoke barrier doors entering the 500 hall 

at the library failed to function properly 

leaving a four inch gap between the doors 

when closed.  This was confirmed by the 
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Maintenance Supervisor at the time of 

observation.    

3.1-19(b)
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LIFE SAFETY CODE STANDARD 

Horizontal exits, if used, are in accordance 

with 7.2.4.     19.2.2.5

1.  The west fire door on the fire 

door set entering 200 hall was 

immediately adjusted 

by Maintenance staff.  In addition, 

we have hired an outside 

contractor to assess the 

warping, and correct or 

replace door, if needed.2.  No 

resident was found to have been 

harmed by the alleged deficient 

practice.3.  Maintenance 

Supervisor is responsible for 

assuring the proper functioning of 

fire doors. Fire doors will be 

checked weekly for 4 weeks and 

then monthly. Maitenance 

Supervisor will immediately 

address/correct any issues.4.  

Maintenance Supervisor will 

report all findings to the Executive 

Director and the governing CQI 

committe monthly.

03/29/2013  12:00:00AMK010044Based on observation and interview, the 

facility failed to ensure 1 of  2 fire door 

sets was arranged to automatically close 

and latch.  LSC 19.2.2.5 requires 

horizontal exits to be in accordance with 

7.2.4 and 7.2.4.3.8 requires fire doors to 

be self closing or automatic closing in 

accordance with 7.2.1.8.  In addition 

NFPA 80, Standard for Fire Doors and 

Windows at 2-1.4.1 requires all closing 

mechanisms shall be adjusted to 

overcome fire resistance of the latch 

mechanism so positive latching is 

achieved on each door operation.  This 

deficient practice could affect any of the 

48 residents on the 100 and 200 halls.        

Findings include:

Based on observation with the 

Maintenance Supervisor on 03/13/13 at 

1:45 p.m., the west fire door on the fire 

door set entering the 200 hall failed to 

latch into the frame.  Based on an 

interview with the Maintenance 

Supervisor at the time of observation, 

these doors were confirmed to be one 

hour fire doors and the west door is 

warped preventing it from latching into 

the door frame.    
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LIFE SAFETY CODE STANDARD 

Portable fire extinguishers are provided in all 

health care occupancies in accordance with 

9.7.4.1.     19.3.5.6, NFPA 10

1.  The fire extinguisher was 

immediately replaced.2.  No 

residents were found to be 

affected by the alleged deficient 

practice.3.  A detailed diagram of 

all fire extinguishers in the 

building has been created, this 

tool will be used to assure that 

every extinguisher is checked 

during monthly rounds.4.  The 

Maintenance Supervisor is 

responsible for rounding and for 

reporting findings to the Executive 

Director and governing CQI 

committee.  He is also 

responsible for assuring any 

issues found are corrected.

03/29/2013  12:00:00AMK010064Based on observation and interview, the 

facility failed to ensure 1 of 1 kitchen 

electrical room fire extinguishers was 

provided maintenance when the gauge on 

the fire extinguisher indicated it needed 

recharging.  NFPA 10, Standard for 

Portable Fire Extinguishers, in Section 

4-4.1 requires fire extinguishers to be 

subjected to maintenance no more than 

one year apart or when specifically 

indicated by inspection.  This deficient 

practice was not in a resident care area but 

could affect kitchen staff in the event of 

an emergency.

Findings include:

Based on an observation with the 

Maintenance Supervisor on 03/13/13 at 

3:20 p.m., the gauge on the portable fire 

extinguisher located in the kitchen 

electrical room indicated the extinguisher 

needed to be recharged.  This was 

acknowledged by the Maintenance 

Supervisor at the time of observation.  

3.1-19(b)
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Generators are inspected weekly and 

exercised under load for 30 minutes per 

month in accordance with NFPA 99.     

3.4.4.1.

1.  We have hired WW Williams 

to provide a Load Bank, cabling, 

hook up and disconnection of 

Load Bank, testing will be for 2 

hours and will be performed in 

accordance with the 2010 NFPA 

110 Regulation 8.4.9.2.  No 

residents were found to have 

been affected by the alleged 

deficient practice.3.  Maintenance 

Supervisor will assure testing and 

changes are completed by WW 

Williams.4.  Maintenance 

Supervisor will notify the 

Executive Director and governing 

CQI committee monthly of reuslts 

of emergency generator testing.  

He will be responsible for 

assuring the transfer of power in 

10 seconds or less and taking 

corrective action, if needed.

03/29/2013  12:00:00AMK010144Based on record review and interview, the 

facility failed to ensure 1 of 1 emergency 

generators could provide electrical power 

to the facility within 10 seconds of the 

loss of normal electrical power.  LSC 

7.9.2.3 and NFPA 99, Health Care 

Facilities, 3-4.1.1.8 requires the generator 

set shall have sufficient capacity to pick 

up the load and meet the minimum 

frequency and voltage stability 

requirements of the emergency system 

within 10 seconds after loss of normal 

power.  This deficient practice affects all 

occupants.

Findings include:

Based on review of the "Emergency 

Generator - Weekly Exercise/Monthly 

Load Test Log" with the Maintenance 

Supervisor on 03/13/13 at 12:48 p.m., the 

monthly load test record indicated the 

transfer of power from the main source to 

the emergency generator took fifteen 

seconds in October and December of 

2012 and February of 2013.  This was 

confirmed by the Maintenance Supervisor 

at the time of record review.  
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